National Healthcare
Safety Network (NHSN)

WHAT YOU SHOULD KNOW




Disclosures

| have nothing to disclose




What is NHSN?

Nation’s most widely used healthcare-associated infection tracking system

NHSN provides medical facilities, state, regions and the nation with data
collection and reporting capabilities needed to:

o |dentify infection prevention problems by facility, state, or specific quality
improvement project

> Benchmark progress of infection prevention efforts
o> Comply with state and federal public reporting mandates
o Ultimately, drive national progress toward elimination of HAIs




NHSN HAI Types

HAI Types Healthcare Facilities may report into NHSN include:
o Central line associated bloodstream infections (CLABSI)

o

Catheter-associated urinary tract infections (CAUTI)

o

Surgical Site Infections (SSI)
> COLO
°© HYST
> HPRO
> KPRO

Hospital-onset Clostridioides difficile (C. difficile/CDI)
Hospital-onset methicillin-resistant Staphylococcus aureus (MRSA) bacteremia (bloodstream infections)

o

o

o

Ventilator-associated events (VAE)




Michigan NHSN Group
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Reporting Reminders

Always refer to the protocol!

For NHSN reporting, surveillance definitions “trump” clinical judgement
o Clinical diagnoses are important for treatment of individual patients
o Surveillance definitions are important in identifying trends within a population
> Needed to ensure accuracy, completeness and comparability of infection information

Concerns should be sent to nhsn@cdc.gov instead of not reporting or facility
adjudication



mailto:nhsn@cdc.gov

Update User Information in NHSN

o Be sure to keep FACADMIN and Patient Safety Coordinator contact information
up to date in NHSN

o If FACADMIN is not changed prior to turnover, more difficult process

o SHARP Unit uses this information for contact information for facilities in our
group

o It is best to have multiple users enrolled in NHSN per facility
o Ensures there is no lapse on reporting in the event of staff changes




NHSN Analysis




Data Quality

Convenient, pre-built reports available to
pinpoint potential errors in data

SHARP runs these reports, in addition to
others, prior to every quarter reporting
deadline to ensure your facility is reporting
the most accurate data

Data errors can affect data analysis and alter
models which may prevent accurate
representation of your data

-~ || Baseline Set 1
‘l | Advanced I

i~ || Patient-level Data

| Event-level Data

| Procedure-level Data
= | Summary-level Data
. PlanData

| Pathogen-level Data

o Facility-level Data

:=— Line Listing - CDI Test Method History

-+ £= Line Listing - Duplicate Procedures

-} £= Line Listing - Procedures on Patient DOB

.} £= Line Listing - Procedures with O Duration

-} £= Line Listing - Duplicate BSI/PNEU/UTI Events
-} £= Line Listing - Duplicate SSI Events

-} £= Line Listing - SSIs On Procedure Date

-+ = Line Listing - Extremely High Incidence of SSI

- i= Line Listing - Events Reported with O Device Days




NHSN Analysis Reports

Reports can be beneficial Search National Healthcare Safety Network

..... ~ | Device-Associated (DA) Module ilg::; S:EET?:ZI;Lne-Associated BSI Data for Acute Care Hospitals (2015 baseline) - By OrglD
| n |d e ntlfyl ng a rea s Of i | | Central Line-Associated BS| Date Range: BS2_CLAB_RATESALL summaryYQ After and Including 2015Q1
g reate St n eed Of _E Line Listing - All CLAB Events orglD=15165 medType=""'
H £ i Frequen cy Table - All CLAB Events orglD ccn summaryYH infCount numPred numcldays SIR SIR_pval sir95ci
p reve ntlon effo rts S peCIfIC - gl Bar Chart - All CLAB Events 15165 999999 2016H1 0 1.497 1819 0.000 32233 ,2.001
ope L o B 15165 999999 2016H2 0 0.013 5
to your facility. @ Pic Chart - All CLAB Events d o »
HI Rate Table - CLAB Data for ICU-Other
|§ Run Chart - CLAB Data for ICU-Other 1. This report includes CLABSI data from acute care hospitals for 2015 and forward excluding MBI events. For 2019 and forwar
2. The SIR is only calculated if the number predicted (numPred) is >= 1. Lower bound of 95% Confidence Interval only calculate
EXp I ore th ese repo rts ! YO u HI Rate Table - CLAB Data for NICU 3. The number of predicted events is calculated based on national aggregate NHSN data from 2015. It is risk adjusted for CDC
— - 4. If the risk factor data are missing, the record will be excluded from the SIR.
,t ”h t" th d t Run Chart - CLAB Data for NICU
can ur e aata
HI Rate Table - CLAB Data for SCA/ONC Source of aggregate data: 2015 NHSN CLABSI Data
you've entered - |2 Run Chart - CLAB Data for SCA/ONC batzcon National Healthcare Safety Network
- SIR SIR - Acute Care Hospital CLAB Data Rate Table for Central Line-Associated BSI Data for ICU-Other

As of: March 5, 2019 at 1:55 PM
-+ SUR SUR - Acute Care Hospital Central Line Device Use  Date Range: All BS2_CLAB_RATESICU

Make modifications to . SIR SIR - Critical Access Hospitals CLAB Data

-, . . ) orglD=15165 loccdc=IN:ACUTE:CC:MS
-+ SUR SUR - Critical Access Hospitals Central Line Device U
explore the data you want

-+ SIR S|R - Long Term Acute Care CLAB Data location summaryYM CLABCount numCLDays CLABRate numPatDays LineDU
to see -~ SUR SUR - Long Term Acute Care Central Line Device Use |-2%° 20716M01 0 350 0.000 700|  0.500
L200 2016M02 0 50 0.000 100 0.500

+ IR SIR - Inpatient Rehab Facilities CLAB Data MEDSURG CC 2016M03 0 555 0.000 111 0.500

- SUR SUR - Inpatient Rehab Facilities Central Line Device U
Data q ua I |ty IS1M pO rta nt This report includes CLABSI data for 2015 and forward excluding MBI events. For 2019 and forward, this report al

(hint, hint).

Data contained in this report were last generated on December 4, 2018 at 10:02 AM.




Analysis Reports — Line List

Line Lists — provides detailed information on all reported infections or events

National Healthcare Safety Network
Line Listing for All Catheter-Associated UTI Events

Az of: May 8, 2019 at 9:40 AM
Date Range: All CAU_EVENTS

orglD patlD dob gender admitDate eventlD eventDate eventType spcEvent location
15165 132331 12/23/1988 F 03/08/2017 | 33363883 03152017 UTI SUTI 2E-M3 2
15165 22020  10/26/1984 F 01/04/2017 | 33191423 01/06/2017  UTI SUTI 5 WEST
15165 LO0O6  11/01/1995 F 02/26/2016 21871828  03/01/2016 UTI SUTI L&00
15165 LOO7  12/01/1980 M 02/27/2016 | 21872062  03/02/2016 UTI SUTI L100
15165 L0O0S  01/01/1985 F 02/28/2016 | 21872963 03032016 UTI SUTI L100
15165 LO0D9  02/01/2005 F 02/29/2016 | 21873027 03032016 UTI SUTI L100

Data contained in this report were last generated on April 5, 2019 at 9:38 AM.
Beginning January 2015, the CAUTI definition excludes all non-bacterial pathogens and therefore, the number of CAU

*Data for example only




A n a | S I S Re O rtS . C h a rtS National Healthcare Safety Network
Bar Chart for All Events
As of; May 8, 2019 at 3:29 PM
Date Range: All EVENTS

location=L100

Frequency Tables and Bar/Pie Charts — graphical representation of counts

Count

infections or events - 50%
National Healthcare Safety Network National Healthcare Safety Network
Frequency Table for All Events Pie Chart for All Events
As of: May 8, 2019 at 3:37 PM As of; May 8, 2019 at 3:33 PM
Date Range: EVENTS evntDateYQ 2015Q1 to 2018Q3 Date Range: Al EVENTS
Stratified by Location
FREQUENCY of eventType
Frequency Table of evntDateYQ by eventType
Row Pct eventType Icu
evntDateYQ BSI LABID SSI UTI Total 2
2015Q1 0 4 0 0 4
0.00 10000 000 000 33.33%
2016Q1 7 6 2 4 19 ICU-A
36.84 3158 1053 21.05 1
2016Q2 1 1 0 0 2 16.67
5000 5000 000 000
2016Q3 0 2 0 0 2
0.00 100.00 000 000
2016Q4 0 10 0 1 JE_ICU
0.00 10000 000 000 1
2017Q1 1 2 0 3 5 16.67%
1667 3333 000 50.00 MICU BSI LABID UTI
Total g 16 2 T M 2 eventType
33.33%
—— contained in this report were last generated on April 5, 2019 at 9:38 AM. - R RRRRRREI,

*Data for example only




Analysis Reports — Rate Table

Rate table — calculates the rate of infections or events per 1,000 device use or patient days

orgID=10018 loccdc=IN:ACUTE:CC:CT

location
71ICU

summaryYM |CLABCount LDays [|ICLABRate |pumPatDays
2015M01 0 250 0.000 1280

Data contained in this report were last generated on October 18, 201€ at 10:11 AM

*Data for example only




Analysis Reports - SIR

Standardized Infection Ratios (SIR) —
compares the actual number of National Healthcare Safety Network
infections to the predicted number of SIR for Central Line-Associated BSI Data for Acute Care Hospitals (2015 baseline) - By OrgID

i nfe Cti O n S ;::ﬁango asifémr_:ags‘:iuwvo 2015Q1 to 2015Q4
SIR < 1.0 indicates more infections orglD=10000 CCN=32M22222 medType=M
Observed than predICted orglD | summaryYQ |infCount | numPred numcldaysl SIR SIR_pvali sir95ci
Th . d b 10000 2015Q1 4 1.903 1917’2.102 0.1701 |0.668. 5.070
€ prlmary Summary Mmeasure use y 10000 2015Q2 4 2310 2018} 1.731| 0.2878 | 0.550. 4.176
NHSN to track HAIs 10000| 201503 0| 002 2| || |
. . . 10000|  2015Q4 o| 0042 49| | !
Adjusts for various facility and/or ' —
patlent-level factors that Contrlbute to [his renod io des non MB| AH data from acute care hocpitale for 20 and fonward
H Al ri S k 2 Jhe SIR is only calculated if the number predicted (numPred) is >= 1. Lower bound of 95% Confidence Interval only calculated when number of observed events
. . 3. The number of predicted events is calculated based on national aggregate NHSN data from 2015 It is nisk adjusted for CDC location hospital beds, medical
Standardized = permits comparisons school afliation type and facility Type

4_If the nsk factor data are missing, the record will be excluded from the SIR

between the number of infections
experienced by a facility, group, or state  seussrssegsi s 201 s cosesi oms )

to the number Of infections predicted Data contained in this report were last generated on February 23, 2017 a2 1220 PM
based on national data

*Data for example only




Analysis Reports - SUR

Standardized Utilization Ratios (SUR) — compares the observed number of device days to the
predicted number of device days

National Healthcare Safety Network
SUR for Central Line Device Use for Acute Care Hospitals (2015 baseline) - By OrgID

As of: June B, 2017 at 2-:43 PM
Date Range: B52_CLAB_RATESALL summanyYM 018N o 301 EMO0S
if |[{location = "MED CC™ | §

orglD=10315 CCN=N/A medType=M

numPredDDays | SUR | SUR_pval | SUR9SCI
443221 |1.798 |  0.0000 | 1677, 1.926

orglD
10315

numCLDays
797

1. This report includes central line utilization data from acute care hospitals for 2015 and forward.

2_ The SUR is only calculated if number of predicted device days (numPredDDays) is >= 1. Lower bound of 95% Confidence Interval only calculated when number of
obsaved device days > 0.

3. The predicted device utilization days is calculated based on national aggregate NHSN data from 2015. It is risk adjusted for COC location, hospital beds, medical
achool affiliation type, and facility type.

*Data for example only




TAP Strategy




What is the TAP Strategy?

Targeted Assessment for Prevention (TAP) strategy
o Uses data for action to prevent HAIs

o Targets healthcare facilities and facility units with a disproportionate burden of HAls
o Assess the gaps in infection prevention using TAP reports
o Implementing infection prevention strategies

Assess Prevent




TAP Strategy - Target

TAP Reports!
o Purpose: Use NHSN data to provide detailed report identifying facilities/units with
excess burden of HAls using the Cumulative Attributable Difference (CAD) metric

o MDHHS SHARP provides these reports on a quarterly basis to individual facilities in
addition to aggregate and regional reports available here: www.michigan.gov/hai

Standardized Infection Ratio (SIR) Cumulative Attributable Difference (CAD)

Observed # HAIs
SIR = —-mmmmmmmmmm e
Predicted # HAIs

CAD = Observed # HAIls — (Predicted # HAIs x SIR goal)

A measure that shows difference between the number of
observed infections and ‘predicted infections multiplied by SIR

A measure that compares the number of HAIs reported to
goal’ in a defined period

NHSN to the number of infections that would be predicted
based on national baseline data



http://www.michigan.gov/hai

A little more about CAD...

Facility A: Observed = 50, Predicted = 70.805, SIR = 0.706

HHS Reduction Goal SIR Goal CAD Formula CAD
Observed — (Predicted X SIR goal)

25% 0.75 50 - (70.8 X 0.75) -3.10

50% 0.50 50 - (70.8 X 0.50) 14.60

» CAD can be Positive or Negative

» Positive CAD = additional burden of infections than what would be predicted with regard to
the SIR goal (“excess” infections)

» Negative CAD = fewer infections than what would be predicted




How to Run a TAP Report

TAP reports allow the user to rank every reporting location for each module

o Rank by highest to lowest CAD, regardless of if there are enough predicted infections to
calculate an SIR

° i.e. Location Rank 1 needs the most prevention work

> See top performing and bottom performing locations




m \jg\./ Analysis Reports

Alerts
Dashboard

Expand All Collapse All Search
Reporting Plan 2 !

. Device-Associated (DA) Module

Patient > . Procedure-Associated (PA) Module

- | HAl Antimicrobial Resistance (DA+PA Modules)
= | Antimicrobial Use and Resistance Module

-~ 1. MDRO/CDI Module - LABID Event Reporting
Summary Data > - [ MDRO/CDI Module - Infection Surveillance

= MDRO/CDI Module - Process Measures

Event (2

Procedure 2

Import/Export
b [ MDRO/CDI Module - Outcome Measures
Surveys > L
.=
Logout é E ﬂ

i TAP TAP Report - ACH and CAH CLAB Data

[ TAP TAP Report - ACH and CAH CAU Data

TAP TAP Report - ACH and CAH FACWIDEIN MRSA LabID Data
.= L TAP TAP Report - ACH and CAH FACWIDEIN CDI LabID Data
| Long Term Acute Care Hospitals (LTACs)

| Inpatient Rehabilitation Facilities (IRFs)




National Healthcare Safety Network

TAP Report - CLABSI Data for Acute Care Hospitals

Locations Ranked by CAD Within a Facility

Cumulative Attributable Difference (CAD) Multiplier: HHS Goal = 0.5

As of: April 26, 2016 at 9:52 AM
Date Range: All CLAB_TAP

FACILITY LOCATION

orglD name facCAD |locRank |location loccdc infCount | numcidays | locDUR | locCAD [ locSIR | SIRtest| numPathBSI

15165 | NHSN State Users Test Facility #2 2.28 1|5M INNACUTE:WARDM 1 50 14 0.96 : 3(1,0,1,0,0,1)
2|5ICU INAACUTE.CCN 1 140 37 0.90 : 2(0,0,1,0,0,0)
31 IN.AACUTE:CC.MS 1 200 40 0.79 : 2(0,0,1,1,0,0)
4 |L600 INAACUTE:WARD:M 0 25 17| -0.02
4|L700 INAACUTE:WARD:MS 0 30 60| -002
6 |L200 IN-ACUTE:CC:MS 0 50 50| -005
7|L800 INAACUTE:WARD:S 0 100 57( -007
8|L300 IN-ACUTE:CC:S 0 75 33| 009
9|L100 IN-ACUTE:CC:M 0 100 50 013

*Data for example only




TAP Report Outputs for Group Users

Facilities Within the Group Ranked by CAD Locations Ranked by CAD Within a Facility
National Healthcare Safety Network National Healthcare Safety Network Location Ran k
TAP Report for CLABSI Data for Acute Care and Critical Access Hospitals (2015 Baseline TAP Report for CLABSI Data for Acute Care and Critical Access Hospitals (2015 Baseline] .
Facilities within the Group Ranked by CAD . ;“::""I":;:z'" :"" ::' Within @ Faciiey an d Location
SIR Goal: HHS Goal = 0.5 Facility Rank oal: HHS Goal =
A TAP Report ks the first step in the CDC TAP Strategy. For more informatin on the TAP Strategy, please fwrwrar e gov fhai/prevent tap hitml
A TAP Report is the first step in the CDC TAP Strategy. Fg ormatin on the TAP St please visit: hitp:/ Jwww.cdc.gov/ha As of February 16, 2017 at 2:00 PM
As of February 16, 2017 at 2:00 PM Date REnge: H12CLAR_TAP SIMANVIINIE th TmE
Date Range: BS2_CLAB_TAP sumg D16 to 2016 FACILITY LOCATION
facRank name state| medType | numBeds| numLoc numEvent Fuciiy]| Faciiiy S - sm| Mo Pathogens
1 10000|DHQP Memorial Hospital GA 677]27 (8, 0, 19)[157 (77. 0, 80) |112962 (! Rank | Org 1D Eacility Name CAD | Rank | Location | COC Location  |Events|Line Days| DUR % CAD | SIR | Test|[CNS. Y5, SAES KS.EC)
2 10401|DHQP Memonial Annex GA M 88631 (7, 1, 23)|123 (57, 4, 62) [99541 (3 | W90IDHQP Memarial Hosptal |  6.35 0P WARD | OUT ACUTE WARD . *
i . ilsTER1 INN.‘.UTE STEP 3 1120] 1] 241 zs| 3(1.1.0.0.0, 0)
3 10587[Dudeck Regional Life Center  [IL [M 104440 (7. 1. 32)[115 (27. 11, 77)[ 105785 (.  ET I I B I I
4 90001|CDC Health Hospital GA 357120 (4, 1, 15)|61 (22, 4, 35) |22527 (Bl licu INAU.ITE CC M5 4 73] 54 133 o8] Jam.z0.20.0)
5 10018 Weiner Center of Medicine CA 535(20 (3, 1, 16)|53 (22, 2, 29) |20574 (5t 4|STEP2 I“ ACUTE STEF 2 21054 21) 083 09 2{0.1.1,0.0.0)
5 10297| Arcement Medical Center A 361[19 (3. 0, 16)|55 (20, 0, 35) 25796 (& 8[1E [eACTEWARDMS| | a2 ¥ 0w LYY
ofee II‘I ACUTE WARD PP [] 4 of o
7 10064|Falcon Memonal Hospital GA 457119 (4, 0, 15)]79 (18, 0, 61) 75493 (2t ?I‘W I" ACUTE WARD M a 7| T
8I 10957|All Saints Medical LA 281]9(2,0.7) |47(9.0, 38) 16691 (5 gltELE M. ACUTE WARD TEL [ 457] i L
()| 10962| Louisiana Hospital of Texas X 595120 (5, 1. 14)[62 (13, 2. 47) |40057 (1: sficie INACUTE CC M3 q 564 “'-'I -0 2¢]
10 88888|Georgia Hospial of Lowisana [LA_[G 355|24 (5, 1. 18)|47 (12,6, 29) |169% (7t 2| 140%oHaP Memonal Ammex | 6.35 fficu  [NACUTE CCMS e et potecon
b 2|2 West INACJ.ITEWARDTEL 2 654 Gl 1.75] 2(0.0.1.0.0, 1)
1. This report includes CLABSI data for 2015 and forward. Following the 2015 rebaseline, Mucosal Barrier Injury Laboratory-Confirmed Blooc 1|6 West INAU.ITE WARD N 1 383 r] 0.85) 1{0,0.0,0,1,0)
2. If location-level CADs are the same in a given facility, their ranks are tied.
3. (CNS,YS,SA,ES,KS,EC) = No. of CNS, Yeast (both candida and non-candida species), Staph aureus, Enterococcus species, K. pneumoniae/} dicus  [NACUTE CC MS 1 =g 0B 09y 00000
4. SIR is set to "' when predicted number of events is <1.0. shicua [ﬂm-'TECC“ 1 e 0.81 1{0,1,0,.0.0,0)
5. LOCATION CAD = (OBSERVED_LOCATION - PREDICTED_LOCATION® SELECTED SIR Goal) 6|7 East In ACUTE WARD S 1 1159] 12| 055 1(0.0.0,0 1,0)
6. SIR TEST = 'SIG' means SIR > SIR Goal significantly |
Source of aggregate data: 2015 NHSN CLABSI Data 7|5 West  [N-ACUTEWARD M | 29 2|0 og [1@.0.0.0.0.0)
Nats Fantsinad in thic rancst uaras (2t sansestad an lsrusmes 19 2017 a0 12417 DM




TAP Reports from SHARP

— Table 1. 2018Q2 Targeted Assessment for Prevention Report
S 4 . ] 3 P 4 5
H ¥ %, NHSN Hospital Location SIR Significant (Y/N CAD Prevented or
Sample Hospital 3 o . P g (Y/N)
Lett ol 2 Module Type Need to Prevent
er_ = ['1 7111 B CAUTI  Acute All 0.76 N 0.038 Need to Prevent
Michigan Department o Health s Human Services
2018Q2 TAP Report IcU 1.076 N 0.909 Need to Prevent
Michigan Department of Health and Human Services WARD+ 0 N -0.871 Prevented
. . . . CLABSI Acute All 1.451 N 2.622 Need to Prevent
Surveillance for Healthcare-Associated and Resistant Pathogens (SHARP) Unit
ICU 2.881 N 2.479 Need to Prevent
WARD+ 0.623 N 0.198 Need to Prevent
The Michigan Department of Health and Human Services (MDHHS) Surveillance for Healthcare-Associated and Resistant NICU . . -0.055 Prevented
Pathogens (SHARP) Unit began including the new targeted assessment for prevention (TAP) reports in the 2014 annual cDI Acute | Facility- 1.215 N 9.747 Need to Prevent
statewide aggregate report. Beginning with the 2015 Quarter 1 report, an aggregate state-wide report and individual wide
TAP reports are provided quarterly to each facility that has voluntarily shared data with the SHARP unit. Aggregate MRSA Acute | Facility- 0 N -1.093 Prevented
reports are also available for acute care hospitals in each emergency preparedness region and critical access hospitals. Bacteremia wide
SS1 COLO Acute = 1.012 N 1.85 Need to Prevent
This report shows modules and locations where your facility either needs to focus additional prevention efforts or is SSIHYST | Acute - 0.979 N 0.285 Need to Prevent
excelling in infection prevention. Table 1 presents a cumulative attributable difference (CAD) determined using the 2020 SSIHPRO  Acute -— 1.457 N 1.039 Need to Prevent
HHS target standardized infection ratios (SIRs) for each module, using the NHSN 2015 Baselines, which is modeled after SSIKRPO | Acute - . - -0.46 Prevented
the data included in the CDC National and State Annual HAI Report. Numbers with “Need to Prevent” next to them show LCAUTI, catheter-associated urinary tract infection; CLABSI, central line-associated bloodstream infection; CDI, Clostridium difficile infection LabID;
. . . . . MRSA Bac, methicillin-resistant Staphylococcus aureus bloodstream infection LablD; $51 COLO, admission/readmission colon surgical site infection;
how many infections your facility needs to prevent quarterly in order to reach the 2020 HHS target SIR. Numbers with 5S| HYST, admission,/readmission abdominal hysterectomy surgical site infection; S5I HPRO, admission/readmission hip arthroplasty surgical site
“Prevented” next to them show the number of infections prevented beyond what was expected for your facility infection; SSI KPRO, admission/readmission knee arthroplasty surgical site infection.
according to the 2020 HHS target SIR. Corresponding SIRs for each module and location type are prouided as well. 2all includes all units for which in-plan data are reported; ICU includes all critical care units for which in-plan data are reported; WARD+ includes
all WARD, WARD_ONC, SCA, STEP, or OTHER units for which in-plan data are reported; NICU includes all neonatal critical care units for which in-
plan data are reported; Facility-wide includes all inpatient units for which in-plan data are reported.
3SIR: Standardized Infection Ratio: Ratio of observed events compared to the number of predicted events, accounting for unit type or other
variables. An SIR of 1 can be interpreted as having the same number of events as predicted. An SIR that is between 0 and 1 represents fewer
events than predicted, while an SIR of greater than 1 represents more events than predicted. SIRs were calculated using the 2015 NHSN Baselines.
4significant (Y/MN). A Y indicates that, based on the p-value and 55% Confidence Interval (Cl), the SIR is statistically significantly different than 1. An
N indicates that, based on the p-value and 95% Cl, the SIR is not statistically significantly different than 1 {expected).
SCAD=Cumulative Attributable Difference. The number of infections that your hospital either needs to prevent to meet the 2020 HHS target or has
prevented beyond the 2020 HHS target. 2020 HHS HAI Target SIRs: CAUTI = 0.75, CLABSI = 0.50, CDI = 0.70, MRSA bacteremia = 0.50, 551 = 0.70.

*Data for example only




TAP Strategy - Assess

TAP Facility Assessment Tools
o Assess targeted facilities/units for potential gaps in infection control
o Summarize responses and calculate scores across units, facilities, and groups to identify
gaps

o Assessment is meant to capture awareness and perceptions of policies and practices
related to HAI prevention

o Should be administered to a variety of staff and healthcare personnel, including frontline providers, mid-level
staff, facility’s senior leadership

o Multiple assessments per facility for interpreting results




TAP CDI Facility Assessment Tool

5 Sections
o |. General Infrastructure

Il. Antibiotic Stewardship
lll. Early Detection and Isolation, Appropriate Testing

o

o

o

IV. Contact Precautions/Hand Hygiene

o

V. Environmental Cleaning




TAP CDI Facility Assessment Tool

Date of Assessment:

Facility Name or ID:

Facility Type: Other, Please Specify:

Unit Name or ID:

Unit Type:

Title or role of person completing tool: Other, Please Specify:

Years of experience at facility: (Numeric Response)

I. General Infrastructure, Capacity, and Processes

1.  Does your facility’s senior leadership actively promote CDI prevention activities? || Yes | No | Unknown
2. Is unit-level leadership involved in CDI prevention activities? | Yes | No | Unknown
3. Does your facility have a team/work group focusing on CDI prevention? | Yes No Unknown
4. ::::.1 f][:il:, rn fa::[lii‘t’:rt ir:;;e a staff person with dedicated time to coordinate CDI “ves | INo | Unknown
5.  Does your facility have a nurse champion for CDI prevention activities? _Yes |_No | Unknown
6.  Does your facility have a physician champion for CDI prevention activities? Yes No Unknown
Comments: (Please specify question number as applicable)
Training

7. Does your facility provide training on proper hand hygiene for all
healthcare personnel:
A.  Upon hire/during orientation? Yes No Unknown

B. At least annually? Yes | No | Unknown

For internal Use Oni

Assessment Tool V5.0 = Last Updated April 2018




TAP CDI Facility Assessment Tool

IV. Contact Precautions / Hand Hygiene
=
@ =
B s | &) )¢
z 2 g 5 2 z
2 =]
1. Do patients with CDI remain on Contact Precautions for the duration of diarrhea at
your facility?
2. Do patients with CDI remain on Contact Precautions for at least 48 hours after diarrhea — —
ends? g
3. Do patients with CDI remain on Contact Precautions for the entire duration of — — = = = -
hospitalization at your facility?
4. Are patients with CDI housed separately from patients without CDI (i.e., in private
rooms or placed with other CDI patients [‘cohorted’]) at your facility?
5. Are dedicated or disposable noncritical medical items (e.g., blood pressure cuffs,
stethoscopes, thermometers) used for patients with confirmed or suspected CDI?
6. Are Contact Precautions signs used to designate rooms of patients with confirmed CDI? || [ | [ | [ || [
7. Are Contact Precautions signs used to designate rooms of patients with suspected CDI? ;
8. If Applicable, are the Contact Precautions signs placed in a location easily visible prior — — — e - — -
to room entry? WA
8. If Applicable, do the Contact Precautions signs provide clear directions for usage (e.g., = — — —
about required PPE and handwashing)? N/A
Comments: [Please specify guestion number as applicable)




TAP Strategy - Prevention

TAP Feedback Report
o Summarized data from the Assessment tool
o |dentifies specific gaps by section

o Scoring methodology was developed to help further target areas with the most opportunity for
improvement

o NOT intended to compare performance across facilities!

Other prevention resources are outlined on the NHSN TAP webpage
o http://www.cdc.gov/hai/prevent/tap.html



http://www.cdc.gov/hai/prevent/tap.html

Thank youl!

Elisia “Elli” Ray, MPH
NHSN Epidemiologist

Michigan Department of Health and Human Services
Division of Communicable Disease
SHARP Unit

RavE7@michigan.gov

www.michigan.gov/hai



mailto:RayE7@michigan.gov
http://www.michigan.gov/hai

